
MEDICATION ADMINISTRATION RECORD (MAR) 
 

RESIDENT’S NAME _________________________________ FOR THE MONTH OF: _______________ YR: _________ 
 
*Instructions: Please indicate that all resident’s medications have been dispensed as per physician order(s), by placing your initials 
after each day specified.   

 

DAYS OF THE MONTH 
 
LIST OF MEDICATIONS 
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ADMINISTRATOR=S SIGNATURE: ____________________________________ DATE: ______________________________ 
 

SGPRC 810 (5/03) 


	Residents name: 
	Month: 
	Year: 
	Medication 1: 
	1: Off


